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To the lay mind the diagnosis of cataract is
equivalent to a sentence of certain blindness at
no very distant date. Unfortunately this opinion
prevails with many medical men who have not
given special attention to the eye. It is the
purpose of this paper to show that a much more
optimistic prognosis is justifiable. The import-
ance of correcting this misconception can hardly
be over-estimated. The definition of the word
in the Standard Dictionary is "an opacity of
the crystalline lens of the eye or its enclosing
capsule resulting in complete or partial blind-
ness. ' ' This is certainly a terrible doom to con-
template, and in many instances has induced
great despondency and even melancholia. While
the definition is true of the progressive type it is
not true of a very large percentage of cases, the

Fio. 1. (Landolt.)
Schematic eye. o' Anterior or flint principal focus; a, anterior sur-

face of the cornea ; //' and //v principal point« ; K' and K"
nodal point* ; o" posterior or second principal focus ; P.c., foveacent ral is; o'o"ß optic axis.

non-progressive type, for whom this is a most
cruel misconception.

The eye is a most highly differentiated sense
organ and the lens unlike any other tissue. It is
double convex in form, 5 mm. in thickness and
9 mm. in diameter, situated just posterior to the
iris, resting upon a concavity of the vitreous
body. The posterior surface is slightly more
curved than the anterior, but this latter has the
property of increasing its convexity by the con-
traction of the ciliary muscle. This process is
known as accommodation, and by it the eye is
focused for objects at different distances. Em-
bryology teaches us that it is entirely of epithe-lial origin. The anterior capsule is lined with a
single layer of cubical cells which by a process
of elongation grow into fibres which extend from
the anterior to the posterior capsule.
In other epithelial structures the worn out

cells are exfoliated; but here, as new cells are

formed, the older ones are squeezed together in
the centre, gradually forming a nucleus, which
increases as age advances, finally forming a hard
centre. The enveloping substance is called the
cortex. There is no definite line of separation

Fio. 2 (Landolt.)
Anterior portion and ciliary region of the eye. C, cornea ; eS,Schlenun's canal; On, ora serrata; Ip, pectinated ligament; eF,Fontuna's space; T, tendinous ring; m, meridional fibres ; r, radi-ating fibres; c, circular fibres of the ciliary muscle; z, zone ofZinn. The full lines indicate the crystalline lens, iris, and cili-
ary body in a state of rest; the dotted lines show the same in astate of Hciommodation.

between the two, but a gradual increase in den-
sity from without inward. In elderly people the
refraction of the centre is often quite different
from the periphery.

Fio. 3. (Henderson.)
Showing growth of lens fibres from epithelial cells lining anteriorcapsule, the nuclei accumulated in the equatorial zone, and linesformed by union of ends of fibres.

The lens has no blood vessels, its nutrition be-
ing secured by absorption of lymph from the
ciliary processes. The metabolism is, therefore,
extremely slow.
A complete enumeration of the varieties of

cataract would transcend the limits of this pa*-
per, but a few must be mentioned, with no fur-
ther explanation than the names imply.
Congenital and acquired.
Primary and secondary.Hard and soft.*Read on Oct. 7, 1915, at the monthly meeting of the Bostonsection of the Massachusetts Homeopathic Medical Society.
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The typical senile cataract is hard, is acquired
and usually primary, but may be secondary in
the sense that it may be influenced by some
other diseased condition. It is either nuclear or
cortical, depending on the location of the opacity.
The nuclear variety is simply an exaggeration

of the normal crowding together of the worn
out cells, a strictly senile change.
Common senile cataract is an opacity of the

cortex of the lens, beginning at the periphery in
the form of radial streaks. These streaks look
grey with oblique illumination, and show as
black lines with the ophthalmoscope. If they do
not extend far into the pupillary area the sight
is not at all affected. Later on they may have a
stellate appearance following

.

the lines of the
uniting lens fibres.
This variety of cataract is seldom seen before

the 50th year, and increases in frequency with
older patients, yet it cannot be regarded as a
physiological senile change. Regeneration of the
new cells takes place more slowly and metab-

Fio. i. i ii.liIi.)
Ophtlialinostopic appeiirancc with dilated pupil. 6 Zonular opacity
with radial striae; c, Cortical opacity, immature, showing stellate
figure.

olism, at all times slow, is less active. The nor-
mal sclerosing evidently predisposes to the for-
mation of spaces between the fibres, which be-
come filled with liquid which has a different re-
fractive index from the fibres themselves, and
thus form opacities. Fatty degeneration occurs
in spots and lime salts are often deposited as the
cataract matures..
If the patient be one who consults his oculist

at reasonable periods, the latter will discover the
trouble long before the patient is aware of it.
These cases are often complicated with general
faulty metabolism, and occasionally are of dia-
betic origin. Any disease which affects the nu-
trition, like glaucoma or uveitis, may be the
primary cause and should receive the appropri-
ate treatment.
Will it progress is a question no one can an-

swer, so it is the consensus of opinion of most
ophthalmologists that the patient should not be
enlightened. Puchs puts it thus, p. 415 :
"No kind of medicinal treatment is effectual

against cataract. . . The progress is sometimes
rapid, sometimes slow, the latter especially in
senile cataract, which not infrequently remains
in an almost unchanged condition for years.
Hence when we find in an elderly patient the

Flo. 5. (Weiehselbaum.)
Microscopic section of nearly mature cataract.

a, capsule ; b, epithelium ; c, cortical layer ; d, anterior portion of
nucleus ; /, spheres of fatty degeneration ; g, vacuoles ; A, com-
plete liquefaction of lens substance.

first stages of a cataract, which as yet produces
no interference with vision worth mentioning,
the indication is, in the interest of the patient,
not to frighten him by communicating the con-
dition to him, as he may enjoy good vision for
several years to come."
Dr. deSchweinitz says of prognosis, p. 545 :

"Incipient cataract in the form of striae in
the anterior cortex need not doom the patient to
rapid deterioration of sight, because the existing
vision is often maintained for long periods of
time. Spontaneous disappearance of senile cata-
ract has been reported. . . Drugs do not exist
wlych can dissolve a growing cataract."
The natural history of untreated senile cata-

ract has, so far as the author knows, never been
properly investigated. Various drugs have been
advocated and each has had its vogue, but no
one has yet been able to record any better suc-
cess than follows the let-alone policy. In most
cases the opacity is unchanged. Authentic cases
of spontaneous absorption have been reported,
and a certain percentage will progress to ma-
turity. Most of the reports of success of a cer-
tain line of treatment have omitted to give the
number of cases not benefited, so that nothing is
proved. Cinneraria Marítima enjoyed a great
reputation with the laity and some practitioners,
but an investigation of the case made by the
Homeopathic 0. 0. and L. Society some years
ago showed that value was not proved.
The sub-conjunctival injection of potassium

iodide was claimed to have the power of absorb-
ing opacities. I tried this in a few cases, but
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could discover no value. The x-ray flash was
announced as a cure. I secured the apparatus,
and with the coöperaton of Dr. B. T. Loring,
tried it on a dozen cases, but was doomed to dis-
appointment. Cures have been reported with
drugs administered homeopathically, but never
under conditions essential to scientific demon-
stration. For a number of years I have pursued
the policy of "watchful waiting," until it is
evident that the opacity is increasing.
All cases of incipient cataracts have been in-

dexed. From 1900 to 1915 of all private pa-
tients over fifty years of age, 23%' had some dem-
onstrable opacity in the lens, though in many
cases the sight was but little if at all affected,
yet by the accepted definition one must diagnose
cataract. Sufficient time has now elapsed to re-
port on those seen from 1900 to 1905. One-half
had vision of .5 or better, that is, serviceable
sight. Many have been watched at varying in-
tervals for from 10 to 15 years. Of course many
have been lost sight of, but as near as can be esti-
mated not more than 1% of the truly incipient
cases have matured and not more than 5%' of
the same have materially advanced. From this
it appears that the prognosis of incipient senile
cataract untreated is extremely good. Most of
the cases which have come to operation have been
nearly or quite mature when first seen.
Unless one can show that his results with a

certain drug, internal or external, or the indi-
cated remedy or the mechanical appliance are
better than the untreated case, he has not proved
the therapeutic value of his interference. Pa-
tients are so willing to be treated, especially if
one uses the word cataract, that it takes some
moral courage to desist. The cooperation of
the family physician would greatly assist in the
rational treatment of the case.
We refrain from using the word "cataract,"

but say truthfully ' ' There is some slight opacity
in the lens. ' ' A careful drawing is made to show
size and location of the opacity for future refer-
ence. This is important, as vision may remain
unchanged even with marked increase of de-
fect. A laboratory urinalysis of a 24-hour sam-

ple is made and duplicate report sent to the
family physician, who is apprized of the true
condition. He is requested to go over the case
carefully, and patient is advised that attention
to general health will be most helpful. Any
marked reduction in urea excretion is treated
with high frequency auto-condensation three
times a week for one month, when a second urin-
alysis is made to determine if excretion be in-
creased. Refraction should be corrected fre-
quently, as cataractous eyes are apt to undergo
much change in this respect. Contrary to what
some advise, the reasonable use of the eyes is
encouraged, believing that if any accommodation
he possible it will be beneficial—possibly im-
proving metabolism. Eye grounds are studied

and any associated disease treated, especial at-
tention being paid to lacrimal stenosis. This
must be cured before any operation be under-
taken lest the wound become infected from the
contents of the sac. If a few probings fail to
secure drainage the sac is extirpated.
The patient is requested to return in one month

for observation and if no change be discovered,
he is asked to return in three months. The case
is then usually lost sight of until he needs a
change in glasses. A certain proportion of cases
will progress. Many ophthalmologists feel that
these should be treated, though few of them agree
upon the indications. For a nuinber of years
I have refrained from doing so, though I should
not hesitate if the patient seemed unwilling to
accept my let alone advice. Unfortunately many
seemingly are satisfied, but are led astray by the
great claims of cataract absorbers, and are apt
to return to us for the extraction, impoverished
by unprincipled fakirs. The progress of an un-
treated case is not a gradual loss of sight, as
the process may become stationary at any period.
Fortunately the two eyes are seldom equally af-
fected, so that one retains good vision while the
other is maturing. So long as the better eye is
sufficient for reading, it is wise to wait for matu-
rity, because with this maturity fluid forms be-
neath the capsule, loosening it from the cortex,
thus allowing a much cleaner extraction. Ef-
forts to hasten maturity have been used, such
as massage of the capsule through corneal incis-
ion, but are now seldom resorted to. There need,
however, be no period of blindness. With a
preliminary iridectomy and a preliminary cap-
sulotomy the immature lens may be safely ex-
tracted. Cocaine suffices and" general anesthesia
is resorted to only with an extremely nervous
patient. The preliminary iridectomy is done
three or four weeks before extraction. It neces-
sitates a stay of three days in the hospital, but the
patient is allowed to be up and about. Although
it means two operations instead of one, it greatly
facilitates the major operation by affording a
field clear of hemorrhage from the iris. There
is also less danger of iritic adhesions to the cap-
sule. Incidentally it teaches the patient what
is expected of him, allays his apprehension, and
helps the surgeon to gain his confidence. The
preliminary capsulotomy is performed if the lens
is immature. It consists in introducing the knife
needle through the cornea and incising the cap-
sule. The object sought is the loosening of the cap-
sule from the cortex by allowing the aqueous
to penetrate it. It is clone the evening prior to
the extraction.

The quack advertisement "Avoid the terrors
of the knife and take my absorption treatment"
does seduce many otherwise intelligent patients
to waste their substance. Help us to convince
these people that the "terrors" are imaginary.

The confinement in bed for three days with

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on June 28, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



both eyes bandaged is really the most uncom-
fortable part of the treatment. On the third
day the eye is inspected and if the wound has
healed, the unoperated eye is left unbandaged
and the patient allowed to be up. A night nurse
is always in attendance when both eyes are ban-
daged, but there is no restraint of the hands, as
the operated eye is protected by an aluminum
shield.

The statistics given by Knapp,1 whose obser-
vations were based on a large number of cases
at home and abroad, give the results as follows:
"In all cases as they come, failures, 5% ; moder-
ate results, 10%'; good results, 85%." It is,
therefore, evident that a good prognosis is justi-
fied in the cases which advance so as to require
operation. If one is losing his sight the most
hopeful diagnosis is cataraet. If the eye be nor-
mal in other respects, sight is usually restored.
The principal causes of failures are :

A diseased eye behind the cataract.
Infection, usually auto-infection, may occur,

as it is impossible to secure perfect asepsis.
Vision is usually lost, but fortunately this is
extremely rare, perhaps 1 or 2%.
Post-operative hemorrhage from the retina

is extremely rare but fatal to success.

Iritis, traumatic and from rheumatic diathe-
sis, may leave a closed pupil but this can usually
be remedied by a skillful Ziegler iridotomy.
Patients with incurable diabetes and nephritis

are undesirable risks, but most surgeons feel it
a duty to give them the chance. Naturally the
statistics of a given operator will be greatly af-
fected by the percentage of unfavorables.

CONCLUSION.

Most incipient senile cataracts never advance
enough to need operation ; therefore, we should
avoid the term "cataract" and give the most
hopeful prognosis until it is evident that it is
progressive. Then, if it does mature, operation
offera a good prognosis. If the sight of
the better eye is insufficient for reading, the
immature cataract of the more advanced eye can
be safely removed, so there need be no years of
partial blindness waiting for ripening. Certain-
ly the patient is entitled to the most optimistic
opinion which clinical history and experience
warrant.

1 Norria te Oliver System of Eye Diseases, p. 818.

THE RADICAL TREATMENT OF PERI-
TONSILLAR ABSCESS BY TONSILLEC-
TOMY DURING THE ACUTE STAGE OF
THE DISEASE.*

BY Harry A. Barnes, M. D., Boston.

Peritonsillar abscess is a suppurative inflam-
mation of the walls of the sinus tonsillaris. As
the tonsil itself is in reality only a complicated
mucous membrane containing a large amount of
lymphoid tissue and covering the walls of tho
sinus, quinsy may be considered a submucous
abscess of the sinus. The pus, therefore, usually
is confined between the fibrous mucosa of the
sinus (the tonsillar capsule) and the muscular
walls of the fauces immediately subjacent to
it,—the superior constrictor of the pharynx ex-
ternally, and the palato-glossus and palato-
pharyngeus anteriorly and posteriorly respec-
tively. The pus may be confined by inflammatory
adhesions to a small area anywhere within this
comparatively wide field; or it may dissect the
capsule away from the muscles over a large por-

.tion of the sinus. As the sinus extends high into
the palate, the latter type of abscess appeal's to
be palatal in position, and may be opened and
drained either through an incision in the palate,
or one extending upward and outward through
the superior wall of the supratonsillar fossa.
Anterior and posterior abscesses, when their
situation can readily be determined, are usually
easily accessible by incision through the anterior
pillar or between the posterior pillar and the
tonsil. When, however, the pus is confined to
the space between the body of the tonsil and the
superior constrictor muscle, the task of reaching
it by incision is not always an easy one. Every
surgeon has probably had the experience of re-
peated failures to locate the pus in this class of
case, which of all surgical affections is one of the
most uncomfortable to the patient with which
we have to deal. Some years ago Ballanger sug-
gested a method by which such abscesses might
readily and surely be drained with a minimum
of suffering to the patient,—a capsular dissec-
tion of the tonsil backward until the abscess
cavity is reached. Provided ankylosis of the
jaw, nearly always present in quinsy, is not so
great as to make access to the fauces difficult,
this method is easily carried out and is practic-
ally sure of success. I had been using it for some
time with satisfactory results, under a general
ether anesthesia, when Dr. A. Coolidge, chief of
the throat department of the Massachusetts Gen-
eral Hospital, suggested that the operation might
be carried a step farther, and the tonsil then and
there be dissected out completely. I confess that
I was at fii'st somewhat startled by the idea,
having the old preconceived notions of the dan-
gers of creating so large a wound in the presence
of an acute streptococcus infection. On second
* Candidate's thesis for admission to the American Laryngological

Association.
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